or absenceofthesame illness in close relatives.
The hypothesis is that manic-depressive disease can be differentiated on the basis of family history data. Some authors (i 3, io) have indica ted that the total group of affective illnesses may have different aetiologiescharacterized by different agesofonsetofthe psychosis: theforms with early onset, associated with a significant family history for affective disorder, were said to be geneticallydetermined, while the late onset group with no family history was con sidered not to be genetic.
The definition of subgroups of affective dis orders is a major research area. However, most studies have suffered from such possible errors as environmental selective factors, comparison of a clinically homogeneous group (bipilar) with a clinically heterogeneousone (unipolar), and failure to match subjects. There is also a general feeling of dissatisfaction with attempts at classi fication thatarebasedsolely upon symptomatic family history data collected from the proband).
Statistical methods
The use of statistical techniques appropriate to matched pairs was indicated by the matching of probands. These techniques include the McNemar test (corrected for continuity) and associated exact binomial probability for the comparison of single proportions (23, sect. 8.g), the Stuart-Maxwell test for the comparison of many proportions (7), and the paired t test for the comparison of means (23, sect. 4.2). For the comparison of ratios of events (episodes or admission to hospital) the approximate standard error of a ratio estimate is used (@,Chap. 5).
RESULTS

Background cliaracteri stics and additionalfamilial psychopathology
The two groupsofpatients arecomparablein social class according to occupation and educa tion (see Table I ). The semi-skilled or unskilled category is under-represented in both groups, high prevalence of alcoholism among relatives of ill probands (26). Conversely, it has been reported that alcoholics' relatives suffer from affective disorder (i8). These authors concluded that a genetic link may exist between alcoholism and affective disorder.
In our material, there was no significant difference between the two groups of patients in the numbers of first or second-degree relatives who had committed suicide (see Table II ). However, the overall incidence of suicide was high.* A high incidence of suicide in the relatives of bipolar patients has also been reported by Stenstedt (25), Leonhard (i'), Pitts (â€˜7),and Brodie (2) 
Onset characteristics
Onset characteristics are presented in Table  III . The average age at first admission is the same in both groups ; 36 years. Similar results have been reported by other authors (2, 3, 25, 27 ). The event ofhospitalization may, however, reflect the tolerance of the family or society for the patient's experience rather than the actual onset of the illness. The age at first episode* (Table III) Ofthe patients without a family history 33 per cent were admitted at the time of their first episode (Table III) , against only 7 per cent of the patients with a positive family history (chi square = 4@9O, df = i, exact p = .02). This difference could signify a more severe initial episode for patients with a negative family history or that there was less tolerance on the part of theirfamilies. (Table IV) . For the group with a positive family history, about one thirdof all depressive episodes led to an admission, whereas for the group with no family history about two thirds of all depressive episodes led to one (t = 5.78, df = 29, p .< . ooi). The groups differed in the reverse direction with respect to the likelihood of admission to hospital for mania. Just under 90 per cent of all manic episodes led to an admission in the group with a positive family history, whereas just under 6o per cent of all manic episodes led to one in the group with no family history (t = 3@2I, df= 29, p < .(YJ5).
Course of illness
Psychopathology
Eight of the thirty patients with a positive family history and I 3 of those with no family history made at least one suicidal attempt.
Neither this difference nor any of those on specific characteristics of the attempted suicide were statistically significant. The patients who made two or more suicidal attempts have generally shown an intensification of suicidal behaviour by using increasingly larger doses of drugs or more violent means. Tables V and VI present the number of patients from the two groups who had experienced, at any time during their course of illness, alcoholism or psychotic symptoms.
Alcoholism is equally prevalent in both groups (Table V) is not yet clear whether there is a genetic or psychodynamic relation between the two con ditions. Table VI gives the numbers of patients who had experienced psychotic symptoms. Not a single patient had psychotic symptoms in both his depressive and manic episodes. Approxi mately two thirds of both groups experienced such symptoms during their course of illness. The patients with a negative family history experienced psychotic symptoms during a depressive episode significantly more often than patients with a positive family history (chisquare= 7 @56, df = I,exactp = .oo4). We are taking the presence of psychotic symp toms as an indicator ofthe severity ofan episode.
Ifwe are correct in doing so, then it follows that the manic episodes experienced by the patients with a positive family history were more severe, and the depressive epi%odes they experienced less severe, than those experienced by the patients with a negative family history. About half of all patients are alcoholic. 
DiscussIoN
Although our sample is a relatively small one, the matching process makes it possible to com pare with validity two homogeneous groups selected on the basis of their family history. It seems clear that family history is associated with at least some of the important features of manic depressive psychosis.
The patients with a positive family history show an earlier onset of illness, but tend less frequently to be admitted to hospital at their first episode.
Their manic and depressive episodes tend to occur with a more nearly equal frequency than do those of the patients with a negative family history. They are more likely and one which arises as a reaction to environ mental factors. A second is that ofa continuum, only two parts of which have been contrasted in this study. The patients with no family history of manic-depressive psychosis would then constitute one extreme of that continuum, but the patients with a positive family history would necessarily represent the entire re mainder, including not only patients with a â€˜¿ strong' genetic componentâ€"more than two first degree relatives suffering from manic depressive illness or a two generation trans mission of the diseaseâ€"@but also those with a â€˜¿ weaker' componentâ€"only one firstdegree relative having the disorder. Our results would then be consistent with a continuous relation betweencourse ofillness on theone hand and the strength of the genetic component on the other.
Only studies in which the criteria of positive family history are defined more precisely than has been done to date can distinguish between these models. 
